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round until the window of the telescope is pointing downwards. The
inlcr-urclcric bar is then located by determining the line of division
between the muscular trigone and the comparatively non-vascular
poslero-supcrior wall. While the inter-ureteric bar is kept in the field
of vision, the telescope is turned half a circle to the left or right, when the
orifices will appear at the end of the ridge.
The cystoscopist must then watch very closely for the movements of Movements
the lower end of the ureter. It has been mistakenly supposed that there °fureter
is a sphincter at the urcteral orifice. Actually the movement is telescopic,
a muscular wave along the intramural portion of the ureter being clearly
visible. If it is very vigorous a foreign body such as a stone may be
present, the violent action indicating an attempt at its extrusion. On
the other hand co'mplete absence of movements points to a diagnosis
of paralysis, chronic urcteritis, or non-functioning kidney.
While the cystoscopist is observing these activities of the lower end Urinary
of the ureter, he should at the same time watch the character and colour *&"*
of the urinary efflux. Under normal conditions the urine escapes into
the bladder about once a minute, but the rate of flow is affected so
readily by emotion and instrumental interference that little heed need
be taken of slight alterations in the number of effluxes in a given time.
The expulsive power of the ureter is often an aid to the determination
of changes in the wall of the duct. If the ureter is paralysed or much
dilated the urine only trickles out into the bladder, and the same effect
is produced by tuberculous disease. Again it is important to observe the
size of the efflux, for a stricture at the ureteric orifice will cause the urine
to be expelled in a thin jet.
Finally the colour and consistence of the urine must be carefully noted. Character
If normal it is crystal clear at the moment of ejection into the bladder. °flu'ine
\ small quantity of pus or bacteria causes the efflux to appear slightly
cloudy, and in haeinaturia smoky or bright red according to the amount
of blood. Sometimes when severe bleeding is beginning to subside,
the urine on expulsion is of the same colour and consistence as treacle.
Pyuria too if severe will produce an efflux that has the appearance of
thick crearn. A milky urine is due to phosphaturia, a large amount of
thin pus, or chyluria.
(4)—Use of Cystoscope in Treatment
Many ingenious instruments apart from catheters and bougies have
recently been devised which can be passed through a cystoscope for the
treatment of lesions of the bladder, prostate, and the lower ends of the
ureters.
A cystoscopic lithotrite has been introduced which permits of stone- For
crushing under direct vision. A word of warning is necessary with regard
to the use of this instrument, for the lithotrite portion is easily broken
if an attempt is made to crush a large or hard calculus. Its use should
be limited to stones about the size of a cherry and composed of calcium
phosphate.

